May is National Arthritis Awareness Month. In the United States, 54 million adults have some form of doctor-diagnosed arthritis (1), a number projected to increase to 78 million by 2040.* Approximately two thirds of adults with arthritis have overweight or obesity (1) , and only 36% meet the recommended aerobic physical activity guidelines. † Engaging in physical activity and maintaining a healthy weight can help manage arthritis symptoms. § Physical activity can reduce arthritis pain, improve function and mood, and delay the onset of disability. Even small amounts of weight loss have been shown to significantly reduce pressure on the joints. Adults who have overweight or obesity and receive weight-loss counseling from a health care provider are approximately four times more likely to attempt to lose weight than are those who do not receive counseling (2) . Health care providers can play a valuable role by counseling their patients with arthritis to be physically active, lose weight if they have overweight or obesity, and get self-management education (2, 3) . A report in this issue found that the percentage of health care providers counseling arthritis patients about weight loss increased significantly from 2002 to 2014 (3).
In the United States, 54.4 million adults report having doctor-diagnosed arthritis (1) . Among adults with arthritis, 32.7% and 38.1% also have overweight and obesity, respectively (1), with obesity being more prevalent among persons with arthritis than among those who do not have arthritis (2) . Furthermore, severe joint pain among adults with arthritis in 2014 was reported by 23.5% of adults with overweight and 31.7% of adults with obesity (3). The American College of Rheumatology recommends weight loss for adults with hip or knee osteoarthritis and overweight or obesity,* which can improve function and mobility while reducing pain and disability (4, 5) . The Healthy People 2020 target for health care provider (hereafter provider) counseling for weight loss among persons with arthritis and overweight or obesity is 45.3%. † Adults with overweight or obesity who receive weight-loss counseling from a provider are approximately four times more likely to attempt to lose weight than are those who do not receive counseling (6) . To estimate changes in the prevalence of provider counseling for weight loss reported by adults with arthritis and overweight or obesity, CDC analyzed National Health Interview Survey (NHIS) data. § Table) , which met the Healthy People 2020 target of 45.3%. The prevalence increased by 5.7 percentage points for adults with arthritis and overweight (from 18.1% to 23.8%; p = 0.006) and 12.4 percentage points for those with obesity (50.4% to 62.8%; p<0.001). By obesity subgroup, the prevalence increased 11.8 percentage points among persons with class 1 obesity (40.8% to 52.6%; p<0.001) and 15.5 percentage points among those with class 3 obesity (69.0% to 84.5%; p<0.001); the increase among persons with class 2 obesity was not significant (Figure) . In 2014 among adults with arthritis and overweight or obesity, the prevalence of receiving provider weight-loss counseling was significantly higher for females (versus males), those with obesity (versus overweight), those who had ever received provider counseling to engage in physical activity to manage arthritis (versus those who had not), those who had ever taken a self-management class or course (versus those who had not), and those with a primary care provider (versus those without one) (Table) .
Discussion
From 2002 to 2014, the percentage of adults with arthritis and overweight or obesity who reported receiving provider weight-loss counseling increased by 10.4 percentage points. These improvements are encouraging; however, approximately 75% of adults with overweight and 50% of those with class 1 obesity are not receiving provider weight-loss counseling.
A recent report indicated that 61.0% of adults with arthritis received provider counseling for physical activity in 2014 (7), more than the 45.5% reported here for weight loss. Providers might advise for physical activity more frequently than weight loss because the former might be easier to discuss with patients or they might be more aware of the arthritis-specific benefits of physical activity. Findings of the current report indicate that those who are not receiving counseling for weight loss might also not be receiving counseling for physical activity. Nevertheless, to address obesity, the U.S. Preventive Services Task Force recommends that providers either provide or refer patients to intensive, multicomponent behavioral interventions that include management strategies (e.g., goal setting), dietary and physical activity changes, addressing barriers to change, self-monitoring, and strategies to maintain healthy behaviors. § § The American College of Rheumatology also recommends that providers offer counseling for weight loss and physical activity to adults with hip or knee osteoarthritis. In randomized controlled trials, a § § h t t p s : / / w w w. u s p re v e n t i v e s e r v i c e s t a s k f o r c e . o r g / Pa g e / Na m e / tools-and-resources-for-better-preventive-care.
combined exercise and diet intervention resulted in the greatest improvements in weight, pain, joint forces, inflammatory factors, and mobility compared with either intervention alone (4, 8) . In the current study, the percentage of adults with overweight or obesity who received weight-loss counseling was higher among those who had taken a self-management education course than among those who had not. Since the temporal sequencing of provider weight-loss counseling and taking a self-management education course (which includes weight-loss messages) cannot be delineated, this study could not determine whether provider counseling leads persons with arthritis and overweight or obesity to self-management education courses or vice versa. However, it is possible that persons with arthritis who receive recommendations for healthy behaviors, such as weight loss, from their provider are more amenable to engaging in other self-management behaviors, such as taking a self-management education course or engaging in physical activity. ¶ ¶ One benefit of self-management education program participation is substantial increases in self-confidence (9), which is an important characteristic that can help adults with arthritis act on counseling to lose weight and be physically active. Combined counseling for weight loss, physical activity, and self-management education might enhance arthritis and other health outcomes. Strategies to increase provider counseling for weight loss include health system interventions (e.g., electronic medical record clinical decision supports) and provider training. Electronic medical record clinical decision supports are effective in increasing the delivery of nutrition and physical activity counseling and decreasing BMI in children with obesity (10), and similar strategies might translate into weight loss in adult populations. Standardized electronic medical record clinical decision supports could assist provider counseling and referrals to evidence-based, community-delivered weight-loss and physical activity programs, intensive multicomponent interventions, or bariatric specialists, as well as facilitate patient education and help providers follow up on patients' weight-loss goals and progress. Increased provider training regarding selfmanagement support strategies can help providers to gain the skills and confidence to provide successful weight-loss counseling. Such training can include formal classroom instruction or use of publicly available online resources for counseling their patients.*** , † † † Many effective strategies, including motivational interviewing, the 5As approach (Assess, Advise, Agree, Assist, and Arrange), and emphasizing that small changes can have a big impact, are applicable to weight-loss counseling (6) . For example, along with improving pain and mobility (4), a relatively small, but clinically significant, 5.1% reduction ¶ ¶ https://downloads.cms.gov/files/cmmi/community-basedwellnessrreventionsixthmnthoutcomes-operationalcostrpt.pdf. *** http://stopobesityalliance.org/wp-content/themes/stopobesityalliance/pdfs/ STOP-Provider-Discussion-Tool.pdf. † † † https://health.mo.gov/living/healthcondiseases/obesity/pdf/Toolkit_Adult.pdf. Abbreviations: BMI = body mass index (kg/m 2 ); CI = confidence interval; HS = high school. * Estimates age-standardized to the 2000 U.S. standard population aged ≥18 years using three groups (18-44, 45-64, and ≥65 years). † Weighted number in thousands of adults with arthritis and overweight or obesity reporting counseling out of the total 28.3 million (2002) and 38.9 million (2014) adults with arthritis and overweight or obesity. § Difference is significant (p-value) at an α = 0.05 level. ¶ Estimate potentially unreliable: relative standard error between 20%-30%. ** Based on response to the question "Have you ever taken an educational course or class to teach you how to manage problems related to your arthritis or joint symptoms?" † † Joint pain severity was categorized on a scale of 0 to 10 where 0 is no pain or aching and 10 is pain or aching as bad as it can be. § § Respondents were classified as active if they reported ≥150 minutes of moderate intensity leisure time aerobic physical activity per week, insufficiently active if they reported 1-149 minutes, and inactive if they reported 0 minutes. Reported vigorous intensity physical activity minutes were counted double and added to moderate intensity physical activity minutes. ¶ ¶ Among these nine chronic conditions: asthma, cancer, diabetes, heart disease, hepatitis, hypertension, kidney disease, serious psychological distress, and stroke. *** Estimate is suppressed because of unstable relative standard error >30.0%. 
